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The patient was a 78-year-old female. At the age of 76, the patient had undergone computed
tomographic scanning for left lower abdominal pain. A retroperitoneal mass was detected on the right side
of the abdomen. The patient had been subject to right nephrectomy due to renal calculus at the age of 33.
With Doppler echocardiography and magnetic resonance imaging (MRI), based on the nephrectomy the
patient was diagnosed with a renal arteriovenous fistula developed in the right renal bed. Following the
wishes of the patient a follow-up examination was conducted. Because of poor heart condition and renal
dysfunction, percutaneous arterial embolization was performed. After the embolization, the heart condition
and renal dysfunction indicators improved and the blood flow in the arteriovenous fistula disappeared.
Cases of renal arteriovenous fistulae after nephrectomy are rare, with only 90 reported worldwide, and
percutancous arterial embolization has been used as the first choice of treatment in recent years.

(Hinyokika Kiyo 60 : 431-434, 2014)
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Dynamic CT image in carly phase (a) and
3D-reconstructed image from posterior obli-
que view (b) show markedly dilated and
tortuous vessel connected with the residual
prominent right renal artery and the dilated
inferior vena cava. Contrast medium flows
backward to the left renal vein (arrow).

Fig. 1.
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Fig. 3.

Selective arteriography of the right renal
artery under blood flow controlled by bal-
loon dilatation demonstrates an arterio-
venous fistula to the truncated renal vein and
the inferior vena cava.

b

The renal arteriograms show blood flow
stasis under balloon occlusion (a) and com-
plete occlusion at postembolization ().
Arrows show a balloon catheter in the
proximal artery and arrowheads show a
balloon catheter in the distal artery via the
fistula and inferior vena cava.



W, (372 BB - B AT 433

ERBEER, SEA LA IF V=AW AA KT A
Y —JeimE —HREN L7, 2O/, 74 874 v —
&, RS RBRENIR — A B B A IR — A KRR —
RN DR e o7, WRIZ, ZOHA FTIA4Y—%H
WT, BEIRIICSF NV — v F— TV RIEAL
WATVE B ERAREE 2008 L, A BIRGEN IS 2 D%
o & Wz, AEBIREGTIC S BN T — T
VO — 2 H SRR S, Ty b u— LRI
BIRER 2 1T- 72 (Fig. 2). W2, ThH 22507
T=T IO — RS, AR T ER B
L OEALERIC ToR A M ERT L 72 (Fig. 3a). LT
W ISR A BRI ALZRD NV — 2 T — T4 L
TxAruanr—7NVEHAL, 77958~ 0
I 4 v (PRESIDIO® 5 &, CASHMERE® 2 %,
Vortex® 4 ) % ABIRICTIE L, ELMES L7
(Fig. 3b). (BHRERIL 4 BERI435y, SERANIA 4733
F—= XA A7 —=2%) %5 35ml i L7
Mt « A G IR BT Cff 2 5 H HIZRIE &
o7z, BEREBEOIEFMIZT Cr 1.15mg/dl, L=
YT 0.6 ng/ml/hr, BNP 89.3 pg/ml &.0oAA4:, B
PRERE E DL E A RO (Fig. 4), HATRFOBNE - MU
R EOBRAER S TR L 7.
Z =

A I B B AR BE 12 19854 12 Lacombe!) 5 235
FLCUSk, ThE THFRTRHIHRE SN TNE,
B E o R EREE LT, BRAEPERL LV
ToEVER R, RIS, KEHEZR ERIED ® o 72
ERDONLERTEEU LS FO NS,

v

BRI E SNTWEA, Kile LTUTFD 2D
WEZHNTWA, OMENEDRITO JAE, il
YT &) B IRBE AT (B AL S
2%, QIS OEPREEIELT 5 2 L2 XV EIE
HENY, OB X B SR THIR & OBEILYTRK
ENb.

BT 7 — AV eHEE LT, BEEROER
fEER, L OFBEDA T ThH B 2 & HEE L BA
EEINTW D, 19704 LIRE & 0 B4l 1 7 o0 B B R R
FEOREDNL CALNTBY, 19604 EHIZE BIEHIR
DEFAEIRDL T SN TV A REMEARIE S
Y,

B O BT T 14 54, ReR404EY
LER, H75%, E25% E ATTORENSENY .
JEERR R AN NS K B P TIE - PRI & v o 72 E
WERL, BWEFIIE80% I LILR, 50% 12044
W% IZHFDOTE Y — R b5 sty Bz
Fv79—xa— #% CT, MRIDPEHTH 5.

EHETEE L CUENEREFM2NE RS Tz
75, BUE R MERTIE— BN E 2o T dY,
L2L, BERED Y ¥~ MEEDFL WA I3 %R
WIEIZ X DIEERED ) A7 PEL 720, BBEFMH
FEIRENLZ L L\, I TIEERMMCEL, 7
71— A R Amplatz devices, Wallstent & Fiv>2% &
EWZE DR ) A7 2R TE DL EOIWEDH
279 KBTI, SV — & TG % S R
% “Stop-Flow” technique % I L 7210, J5 45 12
BLCiE, BEFOEHIRE, A2 BRIk
WHEIEHO) A7, P x v Mii#E R EEREETLHLE

Fig. 4. Clinical course of the patient.
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